The above question implies that the electroencephalogram (EEG) can be of some value in the care of children with febrile seizures. Not everyone would agree. For example Aicardi These authors described three types of abnormality all considered to represent genetically determined patterns: (a) bilaterally synchronous and regular 4-7 cycles per second (theta) rhythms seen mainly in parietal regions occurring in 54% of his series of children with febrile seizures. (b) Generalised spike wave discharge occurring in the resting EEG or in response to overbreathing. This pattern was seen in 49% with age of onset usually between 3 and 6 years. (c) Generalised spike wave in response to photic stimulation was seen in 42% mainly in children under the age of 5 years.
From this and other reports it appears that generalised spike wave discharge is unusual at the younger age for febrile seizures (that is, under 2 years) appearing on average about sixteen months after the first febrile seizure up to as late as four years after it. 11 20 The discharges can be intermittent with sometimes months or years apparently in abeyance, although the sampling error of repeated brief electroencephalographic recordings has to be remembered.
Focal spike or sharp wave discharges have been reported in between 8% and 10% especially where a persistent slow have focus was seen previously usually after a prolonged seizure. 1 for the later occurrence of either further febrile or later afebrile seizures. As Aicardi says, epileptic activity will be found in a high proportion of older children who are less likely to develop recurrent seizures and later epilepsy, whereas they will almost never appear in the EEGs of young infants that are at maximum risk of recurrence, later afebrile seizures, and severe febrile seizures.' It is these discrepancies that lead Camfield to say in the above NIH discussion that 'It makes more trouble than it is worth' to carry out recordings in these circumstances; 'you wish you had not done the EEG', because with an abnormal result discussions with parents about its significance can be very difficult. For these reasons electroencephalography cannot be recommended as a routine measure in children with a febrile seizure.
Perhaps, however, there is a limited place for electroencephalographic studies in connection with febrile seizures in those cases where there is clinical reason to suspect cerebral pathology. If the child showed developmental delay or other evidence of neurological impairment before the occurrence of the febrile seizures, or if the first seizure occurs below the age of 12 months, or if the seizures contain partial (focal) features in the ictal or postictal phase, it seems prudent to consider the possibility that the child's seizures may be evidence of brain pathology, perhaps structural. From the above account it is clear that these clinical features do not necessarily suggest a brain lesion and in most cases the findings on further investigation will be normal, but in some instances they will be found to indicate a significant brain abnormality.
In addition, if a child has suffered a prolonged febrile seizure, especially if it is followed by residual neurological signs or developmental regression, the possibility of structural change caused by the convulsions needs to be considered and investigated in a similar way in view of the evidence that various degrees of brain damage can be sustained during the course of a prolonged febrile seizure. 9 Electroencephalography is not the investigation of choice in considering structural pathology and computed tomography or magnetic resonance imaging would be more appropriate. It 
